to bring those two conditions together, and although at that time he thought the argument was rather far-fetched, the present cases seemed to show that there was something in it.
Two Cases of a Family Disease, the Symptoms of which closely resemble Disseminated Sclerosis.
By F. E. BATTEN, M.D.
E. S., AGED 27, was first seen in August, 1908 . She is the first of a fanily of six children, three boys and three girls; both her sisters are healthy, but one of her brothers suffers from a similar complaint. Two years ago she first noticed trem-bling of the hands, which was worse when she attempted to grasp anything. Four months ago she noticed that her legs trelmibled and would give way suddenly. She also noticed that she was unsteady and would walk from side to side. Lately she has noticed a thickness in her speech. Never any trouble with the sphincters. Never diplopia. Some numbness under both knees lately. Present condition: Memnory, attention, good; special senses normal. Articulation slow and hesitating. No nystagmus. No optic atrophy. All the movements of the armiis are good, but there is some intention tremor of both hands and soime ataxia in the left. All the ml-ovements in the legs are good, but there is ataxia when walking. There is slight tremor of the head and trunk. The knee-jerks are active. There is no ankle-clonus. The plantars give a flexor response. The abdominal reflexes are present. There is no sensory loss. There is a very slight lateral curvlature. There is no pes cavus.
T. S., aged 25, brother of the above, second in family. Four years ago he had severe and sharp pain in the back extending down the thighs.
The gait becamiie unsteady and has gradually got worse. About tlhe samiie time he noticed shalking of the hands, shaking of the body, alteration in speech, and occasional diplopia. There has never been cany bladder trouble and no sensory disturbance, either subjective or objective. He was in the National Hospital four years ago, and since then has been in Guy's, St. Thomiias's, and University College Hospitals. No very marked change 1has taken place in his condition. Present conditioni: Articulation slow and hesitating. Melmleory and attention good. Tlhere is no nystagmus, but sometimies diplopia. Slight tremiior of head. The power of the arm'lis is good, but there is intention tremnor on both sides and some inco-ordination on the right. The power of the legs is good; there is intention tremor on both sides and the gait is ataxic. There is slight Rombergism. The knee-and ankle-jerks are active. There is ankle-clonus on both sides. The abdominal reflexes are present. The plantar reflex is flexor on the left and indefinite on the right. There is no alteration of sensation.
DISCUSSION.
Dr. JAMES COLLIER said that disseminated sclerosis was such a common disease that it would be strange if one did not sometimes meet with more than one case in a family. He had known several ib4ances of two members of a family suffering from disseminated sclerosis. On one such case he did an autopsy at the National Hospital some years ago, and the pathological condition was typical disseminated sclerosis, the plaques of sclerosis being in the ponto-cerebellar region. He had seen several cases the clinical course of which bad advanced to a condition to place the diagnosis beyond doubt. If the lesions of disseminated sclerosis were in the outlying portions of the pons and cerebellar peduncles, the symptoms would be similar to those present in these cases. Until there was some striking clinical symptom which did not occur in disseminated sclerosis, or until there was some pathological verification, he would regard such cases as disseminated sclerosis, even though a whole family were affected. Dr. Batten said there was no sign of organic disease, but he (Dr. Collier) regarded the peculiar speech and the intention tremor as conspicuous signs of organic disease.
Dr. GORDON HOLMES said that both the cases seemed to be similar to Dr. Turney's first case, but he did not suppose Dr. Collier would label that one disseminated sclerosis. In Dr. Turney's younger patient the symptoms were very similar, but the kne3-jerks were absent, and in the one foot he examined there was typical extensor response, so that he did not see how it differed from Friedreich's disease. If that was so, Dr. Batten's cases were connected by that transition case with Friedreich's disease. He asked whether, in the case of disseminated sclerosis examined post-mortem by Dr. Collier, the patient had ever had any extensor response.
Dr. STANLEY BARNES expressed surprise that Dr. Collier should regard the cases as disseminated sclerosis. Although it was conceivable that two cases should occur in members of one family, yet the occurrence of such a coincidence should make one hesitate to diagnose disseminated sclerosis unless the cases were quite typical. Neither of these patients showed an extensor response, precipitate micturition, or any eye defect, such as nystagmus, transient or permanent diplopia, or optic atrophy, and it was very rare for a patient to show such marked cerebellar symptoms in disseminated sclerosis without having exhibited one or more of these signs. That such a rare type of the disease should occur in two separate individuals in one family was almost proof that the diagnosis was incorrect, and he suggested that in these cases one had to (leal rather with a condition of progressive degeneration such as cerebellar ataxia than with one in which plaques were scattered through the ponto-cerebellar region in the rather haphazard manner to which we are accustomed in disseminated sclerosis.
Dr. WILFRED HARRIS said the two cases resembled very closely two sisters whom he showed before the Section a year ago, whose condition at the time was accepted as cerebellar ataxy. In them also there was no extensor response, nystagmus, nor diplopia, and they were slowly progressive, with articulatory trouble and ataxia of arms and legs. The fact that these cases occurred in the same family was against their being disseminated sclerosis, as also was the fact that there was such weakness without true ankle-clonus, extensor response, or sphincter trouble. Dr. Batten did not seem quite convinced that there was true ankle-clonus, and it seemed to him (Dr. Harris) more like pseudoankle-clonus.
The PRESIDENT (Dr. Beevor) said he thought it unlikely that disseminated sclerosis would have gone on so long without an extensor response or loss of the abdominal reflexes. It seemed to be doubtful whether the plantar reflex was extensor or not. If it was flexor, that was against it being disseminated sclerosis. It was unusual for 'disseminated sclerosis to occur in more than one member of a family, and his opinion was that it was more like a case of erebellar ataxy.
Dr. BATTEN, in reply, said he had been much interested in Dr. Collier's criticism, though he did not agree with him. He fully recognized that two cases of disseminated sclerosis might occur in a family, and at the present time he had under his care two members of a family suffering with that disease, but in both those cases marked physical signs were present. He did not think that the diagnosis of disseminated sclerosis was justifiable where one could not elicit any sign of organic disease. He would put the present cases into the Friedreich or cerebellar ataxy group, as those two merged very much into one another.
Case of Bilateral Dislocation of Shoulder with Marked
Muscular Wasting.
By P. W. G. SARGENT, F.R.C.S. E. R., FEMALE, epileptic, aged 17, has suffered from epileptic fits since birth. There is no history whatever of injury to shoulders. Weakness of right arm was noticed six months ago. On examination, incomplete forward dislocation of both humeri, with limnitation of movement. Marked wasting of right deltoid and spinati. Electrical reactions of these muscles show very marked diminution to faradism and diminution to galvanism, but without polar changes. No sensory changes; reflexes normal. Skiagrams of shoulder shows no disease of bone. All features present in left shoulder, but much less marked.
